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Cardioversion/Defibrillation

External Pacing

Medication Administration

VAO Infusion

Needle/Chest Decompression

IM/SQ

NG Tubes
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Student: Date:
Hospital/Agency: Department:
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to eptor: P lete this form at rotation. If any
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Quality in EMS Is a Matter of Degree
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Cardioversion/Defibrillation

External Pacing

Medication Administration

IV/IO Infusion

Needle/Chest Decompression
IM/SQ
NG Tubes
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Please fill out the reverse side of this form.

Clinkoad Evalustion Form, 1999-2000






The student will £ill out this portion of the form and the clinical preceptor will review the entered information before signing below:

Procedures Observed:
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Preceptor's Signature:

Print Wame and Title:

Telephone Contact Mumber:

(703) 4252170
Fairfax, VA 22031-5312

Kelth Holtermann, Scot Phelps, or
Carclyn Rinaca

2300 K Street, MW, #107 (202) 994-4372

Washington, DC 20037

Clinical Evalustion Form, 15952000



Skills Infant | Chld | Adol | Adull | Eid | Skills NN | Infant | Child | Adol. | Adult | Eld
AIRWAY/ PERIPHERAL
VENTILATION ACCESS
OP Airway Blood Sugar
'H'Pm-a:lr E.’([ﬂ'ﬂi].}llg'l.llal
EDA Intraosseous Infusion
Adult ET Medical Saline Lock
Adult ET Trauma 7T\ 1 [fvipsemio— 1§ T ™\ l [ I
Magill Forceps 71\ [ | | Blodf Draffs I \ l I l
Bag-Valve Mask / | | Butifefly Jhserti l l I
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MEDICATION / | Im ” — ’ ’ I
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IV Drip Dressing
Rectal
SL Tab OTHER; explain on
rotation form
STUDENT NAME; DATE.___ HOSPTIAL/AGENCY:
UNIT; PRECEPTOR'S SIGNATURE:







Hospliab'Agency
Unit: Freceptor:
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LIhj we! rly r 3

hh[h

sutgope o || | | 1 Y

e car 1 7Y N/
o s e A A Y I
S e gl e Lo
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How would you rate the impact of today's experiences on your fure clinical practice?

——

Diminished clinical practice
Enhanced clinical practice

How would you rate todey’s elinical experience?

Comments:

Limited value

Valuable

Minimal impact oo clinical praciice
Greatly emhanced clinical practice

Some value
Very valuable

Student Signature:




Patrick County EMT-Enhanced Pilot Program

' Field Internships

Statement of Agreement

Between

Western Virginia Emergency Medical Services Council, Inc.

7)

8)

9)

(EMS Council}

as(to Ot 'i.|l .
BeX, age, 1uI
gve ,;:-

will identi fy gbjecti ents to perform while

acgeptable clinical
ired

the dey
igal prece

CTE
EMS Council shall appoint a Medical Director whose function shall be to provide some
classroom and skill instruction, feedback to the EMS Council and to the students, medical
direction for the program and if necessary, corrective action to the students,

EMS Council shall assure all students are appropriately immunized prior to beginning field
experiences. (Copies shall be provided in writing to the EMS agency if requested.)

Students and preceptors shall adhere to all applicable Western Virginia EMS Council policies, all
applicable Patrick County policies, all applicable R.J. Reynolds-Patrick Community Hospital
policies and all applicable EMS Agency policies.

EMS Council will provide the EMS Agency in writing a minimum of one week prior to the
student’s field experience, a schedule of the dates, times, names of Council approved preceptors
and names of students,

il nitiate
al plans_for clit

1d¢ d procedure for

10) EMS Council will assure that all students and Preceptors are appropriately dressed with photo

IDs prior to arriving at the EMS Agency,

11) EMS Council will keep the EMS Agency Captain informed of and notify them in writing of

policy changes that may affect the students in training at the EMS Agency.



12} EMS Council will insure that there is a written Exposure Control Plan and that the students
participate in training required by the EMS Agency.

13) EMS Couneil, through its general liability policy, provides general liability insurance for EMS
students. This insurance covers bodily injury or property damage done to someone else while
participating in EMS Council training programs. It does not provide coverage for injury to the
student.

II. Responsibilities of EMS Agency

1) EMS Agency agrees to appoint a Contact Person whose responsibilities will include:
(1) onentation of students to the agency (2) coordination and planning of the student’s clinical
experience with the EMS Council and (3) the orientation of Field Preceptors.
2) EMS Agency agrees not 10 discriminate agamsl an:.r student in an:,r manner whatsoevcr on
it OKrace, creegcojor, sexsage; natignatoriginorme ; AR
n map e esnlpr , L of| inter
full ‘ spongibility fo
at only Pree
dents to pt

|;n=au'tyr may terminate this ngreement by gmng ten {ll]) da}'s writteu noti{.:e to
the other party.

The undersigned hereby approve this Affiliation Agreement.

Western Virginia EMS Council, Inc. EMS Agency Officer

Date Date
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May 25, 2001
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Western Virginia EMS Council
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Western Virginia EMS Council
Patrick County EMT-Enhanced Pilot Course
Subjective Student Field Preceptorship Evaluation Form

Preceptor:

Student: Date:

Area of Evaluation ' ~ Comments:

Appearance

—_————

Quality of Care
Leadership
Miscellaneocus

Recommendations/
Suggestions

Student Signature:

Preceptor Signature:



e Western VA EMS Council
Patrick County EMT-Enhanced Pilot Course
Skills Competencies Documentation Form

Skill Performed Date Details Comments

Medication Administration (15) Med: ~ Dosage: Route:
p: \i7; 18-85, 55+

Ventilate Non-Intuybated Patignt (1)

IV Access [10) (1 per Ga: Location: #fttermnpts: _|

Chest Pain AsspssT

Reﬁplratorg,rf[:-ypnu /s

Team Leader {AIC) onEN Description
of
Incidant:

Skill competencies must be documented on this form with the date, details and signatures
of the student and an RN/MD or approved preceptor supervising performance of skill.

Students are to utilize one (1) form per patient contact.



Shudere's Signale Western VA EMS Council RNIMD/Precsptors Signatre:
Patrick County EMT-Enhanced Pilot Course
Skills Competencies Documentation Form

Skill Performed Date Details Comments

Medication Administration (13) Med: Dosage: Route:

IV Access (10) (ygerapgroup: 117:18

FAttempls:

sgssment (10)
Team Leader (AIC) on EMS Unit (10} Description
of
| Incident:

Skill competencies must be documented on this form with the date, details and signatures
of the student and an RN/MD or approved preceptor supervising performance of skill.

Students are to utilize one (1) form per patient contact.



ADVANCED LIFE SUPPORT TRAINING
CLINICAL PERFORMANCE CHECKLIST

NKANicholas Klimenko and Associates

== Labor and Delivery
===% 4328 Fair Chase Williamsburg Virginia 23185

Student Name: Date: | Time Arrived: | Time Departed:
Hospital: Preceptor name:

Unit: Preceptor signature:

OBJECTIVES #Performed | SCORE | EVALUATOR COMMENTS

| ——

o
o
(]

s oot | | | 111 ]

Demonstrated the ability perfo“m ivery'e4 fet ‘s ’I //I/ I' ,_/ ” ul
S 1 e I

Demonstrated fhe ab perf /7‘ gestational age se#sme nt, //

Il
Demonstrated t eabi!itytoaal##theﬂPGAR 3C0r8 ” // I/ ” ” “ UND S”CH
Demonstratedth&@%e/“y perf#m the yjitial seps of leniom SM’Q L ” UND S”(H_

|
Demonstrated th&gbilityto re gnize#diti#s'thaz 1ayre#ulti Ldl {Ass%lne or# i // I U ﬁ! DS§C
#

L]
o
(o]
— |

=
()
w
(]

Demonstrated theamrmacompr enshig patient pssessmibnt. // ” \ UN[DSC
Demonstrated the#blhtyto perf&@adetalvé/d OB/GIYN asse #ment. 3On'{/) ” ’ U 4/ DSC
Demonstrated th#abm toypbtain nobst%/nc history. H // ” IU r# DSC
Properlyidentiﬁe{:{i pres‘{ntinﬁ.;’galjsympﬂms d ufidersto 1hﬂrcl lilic#siglﬂﬁca ce.” “ U Y# DSC
Demonstrated th\a\abilityt rovide careﬂ)ra stefiic or Nr1 ateH #‘npmnt ” I’ UMDSC

—
b Reme
e
S
——

=
=
L=
w
=
| <5 |
——

Demonstrated appropriate oxygen therapy and/or ability o ventilate a newborn with BVM. UNDSC
Demonstrated appropriate techniques to prevent heat loss in the newbom. UNDSC
Demonstrated the ability to provide post delivery care for the mother, UNDSGE
Objective Scoring Totals Observed | Performed
C = Competence, able to perform the procedure consistently, independently without assistance. | OB assessments
§ = Satisfactory, able to perform the skill consistently, however not yet competent. Normal deliveries
D = Developing, able to perform the skill most of the time, more practice necessary. Comp deliveries
NI = Needs Improvement, able to perform the skill with assistance, more training necessary. NB assessments
U = Unsatisfactory, unable to perform the skill NB resuscitation







ADVANCED LIFE SUPPORT TRAINING
CLINICAL PERFORMANCE CHECKLIST

NKA Niehol Ki -
— Nicholas Klimenko and Associates SO
i===t 4328 Fair Chase Willamsburg Virginia 23185

Student Name: Date: Time Arrived: Time Departed:

Hospital: Preceptor name:

Unit: Resuscitation Skills Lab Preceptor signature:

OBJECTIVES H [ #Pofmed | SCORE | EVALUATOR COMMENTS

Demonstrated proper preparation for endotracheal intubation UNDSC

I ‘t\mnsc“
T Tohdd

Demonstate he aity o fopey o encotfheal banomm\lmfants

—
———
S —

Demonstrated the abilityffo properly perfdym a surghcal crico yrolomJ

(o muﬂ‘tewa' W 8#993 ’/ |

Demonstrated the ability{to initike central IV accé/ss ” n

Demonstrated the abih‘ty\o infiate %\'\Qosseou#cce# H M

Demonstrated propertech\que in the \epar#on a#ic clivery of I\J/med tior?

Demonstrated the abil

_-z—-@

\§_§
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e
30
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Demonstrated the abili’ry/tgero\paw perfrm Aeurall&mmp smra
Demonstrated the ab\lﬁy fo Kwpea) perq r//éencardlocen fsis ”

Demonstrated the ab!x\vto pMype r’/y( neun ar blgek a’&e fop inflibatio
S ll

|

—_—
R S— —
——

—
—
———

—
— |

UNII/DSC
| 1/7]

I gk
= e UNDSC
UNDSC

Objective Scoring Totals
C = Competence, able to perform the procedure consistently, independently without assistance, | IV Access - perphera Pleural decompression
§ = Satisfactory, able to perform the skil consistentl, however not yet competent, 1V Access - Central Chest tube
D = Developing, able to perform the skill most of the time, more practice necessary. 0Acess Pericardiocentiss
NI = Needs Improvement, able to perform the skl with assistance, more training necessary, | IV bolus meications Surgical Arway
U = Unsatisfactory, unable to perform the skil 1V drip medications Infant intubations




1

M Nicholas Klimenko and Associates

ADVANCED LIFE SUPPORT TRAINING
CLINICAL PERFORMANCE CHECKLIST

=== ; o o Labor and Delivery
T==" 4328 Fair Chase Williamsburg Virginia 23185
Student Name: Date: | Time Arrived: | Time Departed:
Hospital: Preceptor name:
Unit: Preceptor signature:
OBJECTIVES # Performed SCORE EVALUATOR COMMENTS
Demonstrated the ability to perform a comprehensive patient assessment. UNDSC
Demonstrated the ability to perform a detailed OB/GYN assessment. (P Only) UNDSC
Demonstrated the ability to obtain anmstory. [T i ”==bNi\D § G
Properly identified presenting sign%ymptoms a% underst#d their{¢linical significange. ” UNDS
Demonstrated the ability to proviqg carqfﬁr\@n obs\etricm#YN relafed com Iaint, // ” U NI D||S
Demonstrated the ability to recog#izeck(nditi nst tmay//esul ina epress#dn bam. // ” IU N DS ‘.
Demonstrated the ability to prepage for the\delivery of th etujﬂ ‘ ” // l/ ’U Nl D SNC
Demonstrated the ability to perfor\\de%ivery&he feius// // ‘ H // [ " NI / Sl/C
Demonstrated the ability to assess dexaminé\me n#borr{/ ‘ I' / / I} UN /é/ S” C
Demonstrated the ability to perform a gextational agefassesgmeint. ‘ ” // / H ” 1»/0 E{/C
Demonstrated the ability to calﬁuiate“heA\GAR *c# \ ” // N ” UND # ¢
Demonstrated the ability to pmgerly &rfor the M#I stepsofnewboLre#usc‘ fipn. // ” ” / UND ﬁ [+

N4
Demonstrated appmpr%ateoxyé&ntherapy andf##ilityt ventilte a v#aorn itf| BV / I I' ” / UND gs C
Demonstrated appropriate techn\ues to prev;%t#aat lo#inthe newb) rr” I/ ’l ’/ UND ls C

== |

Demonstrated the ability to provideMery care for the mother. . = UNDTT
Objective Scoring Totals Observed | Performed
C = Competence, able to perform the procedure consistently, independently without assistance. | OB assessments
§ = Satisfactory, able to perform the skill consistently, however not yet competent. Normal deliveries
D = Developing, able to perform the skill most of the time, more practice necessary. Comp deliveries
NI = Needs Improvement, able to perform the skill with assistance, more training necessary. NB assessments
| U = Unsatisfactory, unable to perform the skill NB resuscitation




ADVANCED LIFE SUPPORT PROGRAMS
CLINICAL PERFORMANCE CHECKLIST

NEA” Nicholas Klimenko and Associates Assessment Summary

e W

st 4328 Fair Chase Williamsburg Virginia 23185 Pge_ of

ID Number Student Name Certification Number Program Location Date

Date | Date | Date | Date [ Date | Date | Date | Date | Date | Dale [ TOTAL
4

Clinical
Assessments

BLATGIPIAlG
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Cardiovascular
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Neurological (|| [ I
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General \
Trauma
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ADVANCED LIFE SUPPORT PROGRAMS
CLINICAL PERFORMANCE CHECKLIST

NKA" Nicholas Klimenko and Associates Skills Summary

I==" 4328 Fair Chase Willamsburg Virginia 23185
Page __of
Date

1D Number Student Name Certification Number Program Locatien

[ Dete | Dete | Dale | Dele | Dale | Dale | Dale | Dae | Date | Daie [TOTAL
Skill

Performed —

///PING|P PTAIS\ PTG PIA[A[PAIG[P|A[C|P|A|G
BLS Airway/
BVM Venf/
Suction || [/
Oral ET
Nasal ET =
NG/ OG|iube
Other Airliay
RS\ \
IV Access \
VDripmed \ | ||
IV bolus med
SCm
i mef u u
PO me| ” ”
Neb el |

phlebotdjny

3lead 0G| | /[

12 lead ECON = ==
CPR
Defibrillation
Cardioversion
Pacing
Vagal

Ob Delivery

O
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Nicholas Klimenko and Associates Inc.
Emergency Health Services Program
Advanced Programs - Clinical Assessment Report

Date: Student name:
Hospital: Preceptor name:
Unit: Preceptor initials:
Patient Type: 1 Cardiac [l Respiratory O Meurological 7 Abdominal
M Psychiatric 1 OBJGYN 0 Trauma 0 General D Pediatric 7 Gertatric
General Impression: Age
Mechanism of Injury: Sex M F

\ Wi kg.

—

Yoo

Vital Signs:

’

Time Ventiation Brealh Sounds | SADZ | Fulse Skin
Rate Effert = "

GCS

© 1998 Micholas Kiimenko and Associates Inc.
Williamsburg Virginia
Forma/A&LS/ clinical assass
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Section below to be completed by Preceptor;

Diagnosis:

Preceptar Comments:

| Disposition:

Qutcome:

Program Coordinator:

menko and Associates inc.

@ 1989 MNicholas Kil

Williamsburg Virginia

Forms/ALS/clinkcal assess



Patrick County EMT-Enhanced Pilot Program
Field Internships

Statement of Agreement
Between

Western Virginia Emergency Medical Services Council, Inc.
(EMS Council)

And

Patrick County EMS Agencies:
Sm:rk Rwer Rescue Squad Iﬂc.

and students enrolled in the Patrick C4 o] gras (G- allgal ieiast
primary Attendants in Charge of the patients with all Patnck County agencies Aprll 1, 2001 Ihrﬂugh June 7, 2{][}[
This agreement serves the area within the boundaries of Patrick County, VA and the Town of Start, VA,

Smith River Rescue Squad, Ine. CCDF Vol. Fire Dept. & Rescue Squad, Inc. Vesta Rescue Squad, Ine.

j'abSF.m RH(‘.‘HE Sq..d, Ine. Blue Ril‘l:ﬂl.’ Vol. Rescue H['Ilﬂ.d. Inc. Ararat Rescue .‘;qllﬂlj, Inc.

R.J. Reynolds-Patrick County Muoorefield Store Fire Department, Inc, Patrick Henry Vol E‘irr'[ﬂ:ﬁ'l'.',"l_ﬁ;.'
Memorial Hospital, Inc.

Western YngniaEMS (Endl.,_luc. Dr. Diane Rowell, MD Pairick County OMD




